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Abstract
Accurate knowledge about the endoscopic ﬁndings in patients with Crohn’s disease is of paramount importance for the
endoscopist to correctly identify disease activity and for an endoscopic therapy. Moreover, recent guidelines recommend
ileocolonoscopy as an outcome parameter for biological therapies or to assess therapeutic efﬁcacy. This video focuses on the
endoscopic ﬁndings in patients with Crohn’s disease and provides some tips and tricks for the daily routine practice. This
article is part of an expert video encyclopedia.
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Video Related to this Article
Techniques
High-deﬁnition white-light endoscopy and virtual chro-
moendoscopy (i-scan).
Materials
• Endoscope: 90i Colonoscope (Pentax, Hamburg, Germany).
• Video processor: EPK-i (Pentax, Hamburg, Germany).
Background and Endoscopic Procedure
Recent data indicate that not only patients with ulcerative
colitis but also those with Crohn’s disease are at an increased
risk for the development of colitis-associated cancer. In add-
ition, guidelines recommend ileocolonoscopy as an outcome
parameter for biological therapies or to assess therapeutic
efﬁcacy.1–3
Regenerative hyperplasia in inﬂammatory bowel disease
frequently forms extensive polyposis in both Crohn’s disease
and ulcerative colitis. Nevertheless, little is known about the
mechanisms that trigger their growth, and it is still under
debate whether these polyps harbor a neoplastic risk and are
amenable to an endoscopic therapy.4
Accordingly, accurate knowledge about the endoscopic
ﬁndings in patients with Crohn’s disease is of paramount
importance for the endoscopist to correctly identify disease
activity and for an endoscopic therapy. This video highlights
endoscopic ﬁndings in patients with different activity scores of
Crohn’s disease and will also provide some tips and tricks for
balloon dilatation of Crohn’s strictures.
Key Learning Points/Tips and Tricks
• Rethink the indication of total ileocolonoscopy in patients
with severe Crohn’s disease as complication risk is in-
creased in these patients.
• Intubation of the terminal ileum is strictly necessary in
patients with known or suspected Crohn’s disease as the
disease can omit the whole colon.
• Inﬂammatory Crohn’s strictures should be treated
medically.
• Fibrotic strictures are amenable to endoscopic therapy if they
are few, less than 3-cm long, and not angulated too tightly.
• Pull the balloon to the endoscope to assess the tissue
during the dilatation process.
• Take time to assess the pit pattern of colorectal lesions to






00:05 A 28-year-old man with a 5-year history of Crohn’s
disease was referred to our endoscopy unit after
experiencing abdominal pain and bloody diarrhea
for 3 weeks. High-deﬁnition white-light endoscopy
visualized deep, ﬁbrinous, and longitudinal ulcers
with some spontaneous bleeding. i-scan, a digital
chromoendoscopy technique and magniﬁcation
endoscopy, helped to delineate the ulcers from the
surrounding tissue.
The endoscopist should be aware of the increased
perforation risk around severe inﬂammation in the
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area, while advancing the endoscope to the
caecum. Moreover, the use of total colonoscopy
seems to be limited in cases of severe
inﬂammation, as medical therapy would be more
suitable.
00:49 Intubation of the terminal ileum in patients with
suspected or known Crohn’s disease is
recommended as Crohn’s disease may only affect
the terminal ileum and can omit the whole colon
like in this case of a 22-year-old woman. This
patient was referred to our endoscopy unit after
experiencing abdominal pain in the lower right
abdomen for a couple of months. One can clearly
visualize the ulcerous lesion on only one side of the
terminal ileum. In this setting, up to four targeted
biopsies from the lesion should be obtained in
order to collect enough tissue for subsequent
histopathological analysis.
01:25 Of note, Crohn’s disease may also manifest as a
severe mucosal inﬂammation in the terminal ileum
as seen in this video. In this case, immediate
pharmacological therapy is strictly necessary to
avoid additional complications due to the
inﬂammation.
01:57 Most patients with Crohn’s disease have to undergo
surgery during the course of the disease and
strictures can occur like in this 35-year-old female
patient.
The endoscopist has to deﬁne whether the stricture is
inﬂammatory or ﬁbrotic. Inﬂammatory strictures
should be treated medically. Fibrotic strictures are
amenable to an endoscope if they are short,
preferably less than 3 cm, and not angulated. The
use of contrast and ﬂuoroscopy could be very
helpful to measure the length and diameter of
strictures. In addition, ﬂuoroscopy enables one to
follow the wire inserted through the stricture.
Nevertheless, as most patients with Crohn’s
disease are very young, ﬂuoroscopy should be
used as infrequently as possible.
The size of the balloon used for dilation depends on
the appearance of the stricture. We prefer to use
through-the-scope, three-staged balloons. Once the
balloon catheter has been advanced to the stricture,
a coordinated balloon dilatation is started.
02:52 By pulling the balloon to the endoscope, one can see
through the inﬂated balloon and assess the tissue
during the dilatation process. Therefore, mucosal
tears can be seen early and the dilatation process
can be stopped before complications may occur.
03:20 Patients with Crohn’s disease also often present with
multiple polyps. These polyps are regularly named
‘pseudopolyps,’ this term is incorrect, as they
represent ‘postinﬂammatory polyps.’ These polyps
can impede the detection of sporadic adenomas in
the colon. Therefore, the endoscopist has to pay
great attention to the pit pattern analysis of the
polyp. Advanced endoscopic imaging methods, like
in this case i-scan, may help to better characterize
the lesions. Suspicious ﬁndings should be biopsied
or removed endoscopically using snare
polypectomy.
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